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MEANINGS OF  
WELLBRIETY AND WELLNESS AMONG URBAN NATIVE PEOPLES IN 
BOSTON 
JESSICA TAYLOR RILEY  
ABSTRACT 
 Wellbriety is a multifaceted concept utilized in Native American 
communities that demonstrates meanings of health in Native-based discourse. 
Conceptually, wellbriety symbolizes strength through resilience. During this 
ethnographic study, I spent two years working within an Urban Indian Health Service 
facility where I used community-based participatory research methods. I examined 
complex intersections between meanings of urban Native identities, colonization, and 
tribal sovereignty. Through deconstructing structural violence, I seek to place current 
urban Native health status in a socially-informed context. This research explores how 
Native peoples define wellbriety and wellness through the lens of healthworld, which 
addresses how Native communities attempt to heal from traumas inflicted by the U.S. 
Federal Government. Additionally, I analyze dimensions of food sovereignty among 
Native community members by exploring how the act of consuming food shapes social 
and identity meanings which impact community members’ health.  
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FORWARD 
I AM INDIGENOUS 
by Nancy Kingbird 
I am Indigenous and my skin is brown 
All this land is sacred ground 
Do you know how it feels to be removed from your land 
And to have your child ripped from your hand 
To be taken away to a place unknown 
And be told to forget the way of life you’ve been shown 
To forget your language and convert your pagan soul 
Only to be left with a large void of a hole 
To forget your parents and your other family members 
Leaving a broken heart with only dying embers 
Forget where you’ve come from and to whom you belong 
Forget your ceremonies and all those sacred songs 
Move on in this world and you will be accepted 
Only to find out you have only been rejected 
Losing your language and your sacred way of life 
Only to have acquired a burden of shame and strife 
There is no intent of blaming, or trying to prove who’s right 
Just acknowledge what has become our plight 
We’ve survived our destiny through all of these years 
And all have walked our own Trail of Tears 
It is the time that we learn how to forgive 
And to return to our old ways and begin to live 
We’ve all been given our own sacred direction 
It’s up to us all to make the connection 
- Nancy Kingbird, Anishinabe, 
coordinator of the  
Leech Lake Indian School 
Forgiveness Journey Event, 
June 12, 2009 
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CHAPTER 1: INTRODUCTION— “MEANINGS OF WELLBRIETY AND 
WELLNESS AMONG URBAN NATIVE PEOPLES OF ALL NATIONS” 
 
Figure 1.1 “At the End of a Trail” Courtesy of Bunky Echo-Hawk (Pawnee, Yakama) 
 
 
One of the first barriers, health-related or not, often associated with urban Native 
peoples is invisibility. In the broadest scope, invisibility means the inability to be seen. In 
the context of urban Native populations, I use this term to describe social invisibilities 
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imposed by hegemonic American society. Thomas Csordas conceptualizes hegemony 
through its principle feature, “that the ruling class does not merely dominate but merges 
with civil society: it dominates by force but directs through the contradictory but 
consensual commonsense of culture” (1998, 417). In the context of this research, I apply 
Csordas’ definition of hegemony to frame American culture as Eurocentric ideologies 
that through colonizing forces have aggressed Native peoples through genocide, 
historical erasure and oppression. As a result, centuries later, social perceptions of Native 
communities often lead with an image of “people of the past.” From a Eurocentric 
perspective, contemporary Native identities are absent, masked or defined through 
misconceptions by mainstream (White) America.  
While I use the term “America” to describe the hegemony that leads to Native 
(in)visibility,1 it is essential to acknowledge that this invisibility is not absolute. For 
Native community members, patterns of trauma, abuse and aggression are far from 
invisible; they are reality. As one aim of this work, I hope to address overarching trends 
of social invisibility in dominating hegemonic America. Additionally, as I worked within 
an urban Indian health facility, I seek to fills gaps in the literature for urban Native 
populations and add to the body of research recognizing the number of Native people 
who live in urban settings (Castor et al., 2006; US Census Bureau, 2010; Weaver, 2012). 
I reference Figure 1.1 “At The End Of A Trail” from artist, Bunky Echo-Hawk, as his 
work sets a visual representation of these disabling social forces. As Lady Liberty sits on 
 
1 In the later parts of this thesis, the term (in)visibility refers to hegemonic American 
culture; however, it is spelled invisibility in the remainder of this thesis.  
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a Native man, references to American imperialism force the Native American to collapse, 
resulting in a state of oppression. 
In the subsequent chapters, social invisibility for Native populations results in 
inadequate access to health care, as well as a social identity that American society, as 
well as the Federal government, routinely contest. Documentaries like Our Fires Still 
Burn: The Native American Experience and We Are Still Here, triangulate the Native 
voices that I seek to represent in this research. The makers of these films present histories 
often excluded from mainstream narratives, which include the genocide Native peoples 
experienced because of colonizing forces. I will discuss nuances of Native identities 
through the voices of my research participants in the following chapters, which focus on 
constructions of public-health narratives, food sovereignty, and discourses of wellness 
and wellbriety.  
 
June 2018: Eight Months into my internship with Native American Lifelines 
Wearing a newly purchased pair of over-the-knee boots and sitting 
halfway on the seat of her chair, Jay graciously waved me into her office to 
“catch-up.” I sat on the stool near the right corner of her space. On the wall 
behind me hangs a map “Tribes of the Indian Nation.” Her office is fairly neat, 
minus a few 7-11 “Little Gulps” and coffee cups from Dunkin Donuts. Just 
outside her office lies an abalone seashell with remains of burnt sage from 
smudging. As always, when I enter her office she tells me to “feel free to move her 
bag,” so we can begin our talk. As I transition her bag from chair to floor, she 
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excitedly points out her new Michael Kors purchase. As we appreciate the item 
together, she assures me she got a good deal on the purse. Amidst our many 
conversations about shopping, Jay always makes it a point to say that she puts 
rent money first… no matter what.  
These stories often bring up other childhood memories, as she recalls her 
mother playing bingo to ensure their family had a roof over their heads. She 
reminisces about her mom, candidly honoring her mother’s efforts to support 
their family. As Jay commonly says "I don't hide who I am, I don't sugar coat….” 
She presents these stories with humility, acknowledging the strength her mother 
contributed to her family. Previously, Jay has confided in me what she refers to as 
shopping addiction, as she usually ends the comment with "you know, everybody 
has something."  
 
 After interning with Native American Lifelines (NAL), an urban Indian health 
center contracted through Indian Health Services, for over six months I began to feel the 
warmth of community members. The field note excerpt above shows one of many typical 
interactions I had there, conversing and learning. I open with this story, as it encompasses 
many of the themes I found consistently throughout my research, which sought to explore 
meanings of wellness and wellbriety2 among urban Native community members. 
Additionally, the field note highlights the values the people I interacted with at my 
fieldsite encompassed. NAL was a space filled with genuineness, honesty, generosity, 
 
2 Wellbriety is one expression of Native-based health discourse. In the preceding chapter 
I will discuss various meanings and ways community members use this concept.  
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kindness, and trust. In this excerpt alone, we are exposed to topics of intergenerational 
and historical traumas, Native identities, addiction, socio-economic status, and notably, 
resilience. In the case of Jay's narrative, we can start to place some of these observations 
in their appropriate socio-historical contexts.  
In my research, I have also sought to position how, historically, the United States, 
as a political body has routinely marginalized Native populations, which fosters social 
environments that result in these populations experiencing lower socio-economic status, 
poorer overall health outcomes, and hegemonic American perceptions that contest Native 
identities.  
 
Preface for Labels 
 As Rebecca McCrackin (2017) emphasizes, due to the variance in terms used to 
describe Native American communities, it is imperative to define terminology. In this 
study, I opt to identify community members by the term “Native” or “Indigenous,” due 
participant preference over other labels such as “American Indian,” “Native American,” 
or “Indian.” Furthermore, when participants provided me with this information, I made 
my strongest effort to identify participants by their tribal affiliations, to honor their 
individual identities and the immense diversity in Native populations.  
After I completed a more comprehensive media search and a review of published 
literature, the terms Native American, American Indian or Indian, are sometimes 
perceived by community members as tied to Eurocentric labels. Hegemonic social 
perceptions that there is a single Native identity—together with invalid social 
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constructions of what "an Indian" looks like, whether physically or through cultural 
traditions—create a misinformed notion of Native identities (Leavitt et al., 2015; Writer, 
2001). As a result, these labels dismiss the actual diversity in Native communities, both 
pre- and post-colonization.  
In one example, William S. Simmon’s observations in “Spirit of the New England 
Tribes: Indian History and Folklore,” report how the actual construction of “Indian” 
originates the “othering” of Native peoples. This stems through colonization where 
indigenous peoples were identified in North America as separate from Europeans. As a 
marked label, “Native American” implies an identity that is fundamentally tied to a 
political body that postdates Native people. Through scholars’ suggestions that people 
were in what is now the American continents about 15,000 years before European 
colonization (Park et al., 2016).  
For purposes of this study, I use the word “Indian” when I refer to my fieldwork 
and data I collected at Native American Lifelines. Because the Indian Health Services 
defines Native American Lifelines as an Urban Indian Health facility, I use the word 
“Indian” when describing the NAL office location or as a physical space. Another 
exception to these terminologies is when I directly quote an author or published work. 
Due to the lack of cohesiveness for identifying Indigenous peoples, some of the 
publications I reference may use the terms: American Indian/ Alaskan Native, Native 
American or Indian.  
Additionally, I include the term “All Nations”—a term used at NAL and Native 
community centers that recognizes the diversity of the tribal members who come together 
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in urban settings. For example, people ranging from Navajo Nation to Inuit to First 
Nations all come under the metaphoric umbrella of All Nations. The term is therefore 
useful in unifying and recognizing people as Native, regardless of difference in their 
tribal backgrounds. In the broadest scope, I use the words “Indigenous” and “Native” 
when referring to participants in this research work, while there is variation when I 
incorporate outside sources.  
Two other labels that require a preface are: “America/American” and “United 
States”. To situate my research appropriately, the term “American” describes hegemonic 
cultural norms or perceptions. In this way, I use the label America/American as a cultural 
symbol. When I use “United States,” I am referring to political borders, in the context of 
its respective period.  
 
Thesis Overview 
 In this thesis, I address the question: What are meanings of wellbriety and 
wellness among urban Native peoples of All Nations? I utilize a Critical Medical 
Anthropology, as well as Phenomenology, to frame my work. One way to conceptualize 
this approach is through the work of Sarah Willen’s (2007), which calls for a “critical 
phenomenology.” To analyze the data I collected using modified grounded theory, 
combined with 1) analysis that identifies sociopolitical influences, and 2) through 
participants’ narratives and lived experiences they explain how their meanings of 
wellbriety and wellness form.  
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In the Background chapter, “(In)visible Histories”, I review the histories that 
situate contemporary Native health status in its proper socio-political context. The 
chapter begins with a brief outline of pre-colonial North America, and continues through 
historical eras that include the policy of conquest, treaty-making, assimilation, 
reorganization, termination, and self-determination (Shelton, 2004). I review how 
historical influences throughout the development of the United States, as a political body, 
are inherently linked, and irreversibly attached, to the formation of Native peoples’ health 
status in both historical and contemporary eras. In the second part of the Background 
chapter, I outline the history of urbanization among Native peoples, which was directly 
tied to the Indian Relocation Act of 1956. I also describe contemporary Native health 
status, drawing on reports from the Centers from Disease Control and Prevention, as well 
as the Urban Indian Health Institute that works directly with urban Indian health settings 
to document current health assessments in Native communities.  
I end the Background chapter outlining the dominant cultural movements, or 
Federal policies, that that underlie the significance of my research findings. For example, 
I focus on the boarding school eras to contextualize the intergenerational trauma that 
results from these forced assimilation tactics. Additionally, I provide a brief explanation 
of the wellbriety movement, with its connection to the White Bison organization.3 
Finally, I define the various theoretical frameworks I use for data analysis in my research. 
As mentioned, I interpret my findings building on critical medical anthropology theory 
 
3 Don Cohyis founded the White Bison organization. I give a more comprehensive explanation of the 
significance of this program in the background materials.  
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and phenomenology, which include Johan Galtung’s notions of structural violence and 
Edmund Husserl’s concept of lifeworld.  
In Chapter Two, Methods, I explain the components included in this mixed-
methods ethnographic study. I define the community-based participatory research 
approach and why this method is most appropriate when partnering with research with 
Native communities. I review the length of this study and the duration of my service-
learning internship. I detail the number of ethnographic interviews I conducted, as well as 
the community-health assessment survey I distributed with NAL. I end this chapter by 
outlining the emerging themes found, using modified grounded theory, and frame how 
these findings are relevant to the analysis of my research.  
 Through the three subsequent analytical chapters, I argue that systemic assaults 
stemming from American colonization have taken shape in the form of different layers of 
structural violence. In response, and as a part of a larger revitalization movement, Native 
American people have constituted a healthworld that some conceptualize in a discourse 
of wellbriety. One aspect of this healthworld involves the decolonization of food.  
In the first analytical chapter, “The Public Health Gaze”, I direct my attention to 
assessing how a public health narrative of Native peoples’ health unveils structural 
violence through Galtung’s concepts. I also use Foucault’s concept of “the gaze”, to 
critique how public health narratives often present a limited perspective when conceiving 
meanings of community wellness in a Native context. The chapter elucidates how public 
health narratives do not always acknowledge histories, as a crucial social determinant for 
health. 
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The second analytical chapter, “In Their Words," unpacks the discourses of 
wellbriety and wellness through the lens of a healthworld. I primarily rely on data from 
ethnographic interviews and responses from the community-heath assessment. In this 
chapter, I also attempt to understand an emic perspective of what wellbriety as a word 
and symbol means to Native community members from various tribal affiliations. Rooted 
in community members responses, I address central question of the chapter—what does 
the word wellbriety make you think of? Then, using emerging codes from responses, I 
develop themes that are representative of respondents input. Using participant accounts, I 
create conversation around the question—what does a culturally-informed intervention 
entail? 
In my final analytical chapter, I concentrate on food sovereignty for Native 
peoples and communities through decolonization. This case study, which stems from 
Native American Lifelines, allows for an exploration of what it means to eat locally. 
Additionally, in this chapter, I describe how social invisibility affects access to culturally-
appropriate foods for Native communities and peoples. Finally, focusing on the historical 
influence of relocation and historical erasure, I analyze how these policies contribute to 
food access barriers unique to Native peoples.  
I conclude my work, and revisit the overarching theme of health discourses and 
Native identities. Combined with an artistic analysis of Bunky Echo-Hawks’ piece 
“Before He Was Here”, I contrast the idea of invisibility through begging the question—
what does Native social visibility look like? I return to meanings of wellbriety and 
wellness, to hypothesize how social visibility contributes to shaping these concepts. 
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Through contrasting these ideas, I discuss the limitations of my thesis, and propose 
recommendations for research.   
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CHAPTER 2: BACKGROUND (IN)VISIBLE HISTORIES 
 
Overview of Urban Native Health Status and Identities  
 For many people, conceptualizing a Pre-Columbian America is difficult and 
abstract. This challenge stems from academic and social narratives that present American 
history as a “discovery” of new lands as an uninhabited world, and the 19th century 
Doctrine of Manifest Destiny (Bruyneel, 2007; Harlow, 2018; Sonza, 2018). These 
depictions have contributed to a lack of representation of Native people, both historically 
and present-day, and resulted in a colonial amnesia that ignores the ramifications of 
colonization for the people who inhabited North America for over 30,000 years prior to 
contact with European traders and colonists.  
Mainstream (White) social perceptions normalize the impact of colonization, 
which leads to the stereotype that there is a sole Native identity. This can come in the 
form of social constructions of what an “Indigenous” person looks like, whether 
physically or through cultural traditions. Externally imposed social constructions of 
Native identities reflect Eurocentric views of Native peoples. Media influences like the 
award-winning film The Last of the Mohicans perpetuate stereotypes of Native people as 
the “last of their kind.” While these caricatures are misinformed, their impact is 
damaging (Castor et al., 2006; Weaver, 2012).  
Contemporary Health Status  
 As one of the goals of this ethnographic study, I seek to fill gaps in health 
literature for urban Native people. The Urban Indian Health Institute’s 2016 aggregate 
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health report indicates “urban Natives continue to face significant socio-economic 
disparities, more than twice as many urban Natives over 16 are unemployed compared to 
their White counterparts (15.8% vs 7.4%). Additionally, urban Natives experience 
significantly lower overall and gender-specific mortality rates, compared to Whites.  
  
Figure 1.2 “AI/AN Poverty Level” Courtesy of Urban Indian Health Institute    
In a national-scale study, published in 2016 through the American Journal of 
Public Health, researchers sought to characterize the leading causes of death for urban 
Native populations, in comparison with urban White and rural American Indian/Alaskan 
Native populations. The researchers’ findings indicated that the leading causes of death 
among urban American Indian/ Alaskan Native (AI/AN) populations were heart disease, 
unintentional injury, diabetes, and chronic liver disease. When compared with urban 
White people, urban AI/AN has significantly higher death rates among all top 5 leading 
causes (Jacobs-Wingo et al., 2016). In addition to these studies, statistics from the 
Centers for Disease Control, the Indian Health Services, and the American Diabetes 
Association consistently report poorer health outcomes for Native populations, when 
ranked against all other racial and ethnic/minority groups.  
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Specific to the Boston Area, the UIHI produced a 2017 “Community Health 
Profile: Individual Site Report Boston UIHP Service Area.” One of the findings that the 
researchers emphasized was the inextricable link between poverty and health. In the 
Boston area, approximately one out of five AI/AN individuals live in poverty. The health 
statistics that emerge from these reports highlight the lower mortality rates for Native 
peoples, in comparison with Non-Hispanic White populations. Like the results from 
national-scale studies, the UIHI 2017 community health profile also reported overall 
poorer health outcomes for urban Native people. However, it is important to note that the 
UIHI provides historical context to support its findings, in contrast with many Public 
Health studies that do not. 
 
History and Contemporary Native Bodies 
The relationship between historical events and their impact on a population’s 
health has become an increasingly relevant area of research for Native communities, with 
a particular focus on historical trauma. In Walters, et al. (2011), the authors examine 
“how the role of historical events and context affect present-day health inequities has 
become a dominant narrative among Native American communities” (179).  
A Brief History: Termination to Self-Determination 
To organize the history of interactions between American Indians/Alaskan 
Natives and the U.S. government, scholars often use seven broad categories to define the 
events that impacted Native communities from pre-contact until the present day. These 
include: tribal independence, agreements between equals, relocation of the Indians, 
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allotment and assimilation, Indian reorganization, termination, and tribal self-
determination (Pevar, 2011). It is beyond the scope of this study to review the entirely of 
the history that continues from pre-contact to tribal self-determination. Instead, I begin 
with the Termination Era, to focus on governmental acts that shaped urban Native 
identities. 
  Historians who specialize in Native studies generally accept the Termination Era 
as taking place during the years 1956-1968 (Shelton, 2004). When Dwight D. 
Eisenhower become president in 1953, the Federal Government drew on 
recommendations from the Hoover Commission, creating a “new policy of termination—
termination of the Federal government’s trust relationship with Indian tribes and, 
consequently, the elimination of Federal benefits and support services to the terminated 
tribes” (Pevar, 2011, 11). Between 1953 and 1966, Congress terminated its trust 
relationship with 109 tribes. In another form of assimilation, the United States 
government created The Indian Relocation Act of 1956 (also known as Public Law 959, 
or the Adult Vocational Training Program), which offered job training and housing 
assistance to Native peoples. This was under the premise that Native peoples would leave 
their reservations and move to urban settings. The Act was pivotal to defining a specific 
government policy that encouraged Native peoples to move to urban spaces, under the 
ultimately false promise that there would be vocational training.  
The “tribal self-determination” period began in the late 1960s. During this period, 
Federal Indian policy shifted again. Under President Richard Nixon, the termination 
policy was dismantled, the consensus being that it was inhumane and destructive. Within 
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the context of tribal self-determination, Congress shaped Indian policy under ideologies 
purportedly designed to promote tribal sovereignty and self-determination. These 
included the introduction of programs to enhance the welfare of Indian people. The 
political period after the late 1960s is largely accepted as the “self-determination era.” 
During these years, U.S. policy toward American Indian tribes provided greater 
opportunities for Indian people to manage local government and local issues (Duane, 
1997).  
In a cultural sense, the era of self-determination also symbolizes a social 
movement for Native peoples to assert their own autonomy such as the Red Power 
movement, which Native people made efforts to reclaim their indigenous lands.  
Intergenerational Trauma from Boarding Schools  
The socio-cultural context of the United States during the end of the nineteenth 
and twentieth centuries had an intergenerational impact on Native peoples. Eduardo 
Duran et. al (1998) discuss the historical circumstances surrounding Native people and 
the United States government. Following periods of invasion and war, as well as of 
subjugation and reservation, the implementation of the Boarding School Period 
systematically enforced the assimilation of Native people according to Federal policy. 
The creation of these boarding schools involved removing Native children from their 
direct kinship ties, and relocating them instead to schools where “children were forced 
into a colonial lifeworld, where the Native lifeworld was despised and thought of as 
inferior and evil” (Duran et. al 1998, 334). The socio-cultural values of the United States 
government forbade children to speak their Native language or practice traditional ways 
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of life. This policy reinforced a sociopolitical environment where Native identity had no 
place. The health implications of this assimilation policy had long-lasting ramifications 
for Native identity. In the following chapters, I will address the effects of these traumas 
within the cycle of intergenerational traumas.  
Native Recognition and Indian Health Service Access 
According to the United States Census Bureau, in 2010 “5.2 million people in the 
United States identified as American Indian and Alaska Native, either alone or in 
combination with one or more other races” (Norris et al., 2012). In her 2016 legisbrief, 
Martha Salazar reported: 
…there are currently 567 Federally recognized American Indian and Alaska 
Native tribes in 35 states. The process for Federal recognition is long (it can take 
decades), complicated, and requires specific historical and identity requirements. 
Federal recognition gives tribes legal status and requires the Government to 
provide certain benefits. Federally recognized tribes have a government-to 
government relationship with the United States (Salazar 2016, 2). 
 
Salazar added: “[T]here are 63 state-recognized tribes in 11 states—Alabama, 
Connecticut, Georgia, Louisiana, Maryland, Massachusetts, New York, North Carolina, 
South Carolina, Vermont and Virginia. Since 2010, at least 20 states have considered 
legislation that would adopt a formal process for recognizing tribes.” As a visual 
reference, Figure 1.3 represents the current federal and state tribal recognitions, based on 
the most recent legislative data from 2016.  
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Figure 1.3 Tribal Recognition Courtesy of Martha Salazar, 2016  
As an urban organization, Native American Lifelines provides health services for 
tribal members who are either state or Federally recognized. In the subsequent chapters, I 
will analyze the political implications that community members face, when asserting and 
legitimizing their identities as Native, and receiving access to health services.  
 
Establishment of Indian Health Services and Urban Indian Health 
The federal government funds the Indian Health Services, through the U.S. 
Department of Health and Human Services, under the Bureau of Indian Affairs. “Since 
the early 19th century, the Federal Government has provided health care to American 
Indians, both as a treaty obligation and because of its role as trustee” (Kunitz, 1996 
1464). Under the United States’ Public Health Services, the Indian Health Service was 
established in 1955. “While the IHS has never been fully funded, its creation is one of the 
few Termination Era actions of the Federal Government that was helpful to Indian 
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people” (Shelton, 2004, 9). Today, more Natives live in urban areas than anywhere else 
in the United States. According to the Urban Indian Health Commission’s 2007 report, 
nearly seven out of every 10 American Indians and Alaska Natives—2.8 million—live in 
or near cities. As a result, “over the past half century this demographic shift from 
reservation to city has been a factor of steadily increasing significance in shaping the 
modern Indian experience” (Beck, 2002).  
 
Figure 1.4 Map of Current Urban Indian Health Facility Locations Courtesy of IHS.gov.org 
 The number of urban Native peoples is a reality that mainstream American 
populations have been slow to accept. With the continuing growth of Native populations 
residing in cities, urban healthcare services become increasingly necessary. Despite the 
IHS being chronically underfunded, treaties require the United States government to 
fulfill these agreements, and to provide adequate health care services to tribes and their 
members.  
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Native American Lifelines  
In 2000, Indian Health Services established Native American Lifelines, to provide 
for the somatic and behavioral needs of Urban Natives living in the Baltimore, Maryland 
metropolitan area. As an Urban Indian health program, NAL concentrates their services 
on substance use prevention and treatment services, as well as health programs to 
improve community health status. The organization also offers case management services 
that connect urban Native people to resources for accessing health care. Over a decade 
later, in 2011, NAL contracted for the same core services for urban Native in the Boston, 
Massachusetts area. In the words of NAL staff, their approach to healthcare “is threefold: 
community centered, culturally grounded, and trauma informed” 
(http://nativeamericanlifelines.org). As of 2018, Native American Lifelines of Baltimore 
and Boston are the only Urban Indian Health facilities in the Nashville region funded 
through IHS. The Nashville territory is technically the IHS region NAL falls under, 
despite its locations on the upper Northeastern Seaboard.  
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Figure 1.5 “IHS Regions” Courtesy of IHS.gov  
To better visualize the size of these IHS territories Figure 1.5 highlights the 
various regions below including the scale of the Nashville region that Native American 
Lifelines is expected to service all Urban Native peoples. As reflected in the above the 
Nashville region geographically covers an extensive amount of the United States political 
borders. Although there are just over one-hundred and sixty facilities listed on the Indian 
Health Services’ website, these sites largely reflect healthcare centers on reservations. 
Without dismissing the essential need for health care centers in reservation settings, the 
budget for funding urban clinics or centers is arguably underfunded (Warne & Frizzell, 
2014).   
 
 23 
Theoretical Frameworks 
 Throughout this study I engage in analysis through critical medical anthropology 
and phenomenological frameworks. As a community-based participatory research study, 
I attempt to contextualize participant narratives using emic and etic perspectives. In doing 
so, I seek to balance a spectrum of macro-to-micro experiences that shape community 
members’ meanings of wellness and wellbriety. Sarah Willen (2007) refers to this 
approach as critical phenomenology in her work “Toward a Critical Phenomenology of 
‘Illegality’: State Power, Criminalization, and Abjectivity among Undocumented Migrant 
Workers in Tel Aviv, Israel.” I primarily focus on how social structures shape 
contemporary Native health trends, as they unfold in the lived experiences my 
participants report. As I prepare to present the findings of this ethnographic work in the 
coming chapters, I these frameworks to produce a well-rounded and culturally-sensitive 
report regarding meanings of wellness and wellbriety among Boston’s urban Native 
community.  
 
 
 
 
 
 
 
  
 24 
CHAPTER 3: METHODS 
 
October 3rd, 2018: On a sunny Tuesday afternoon, I nervously began my 
commute to the Native American Lifelines of Boston. This was my first 
visit to the Urban Indian Health facility. As I attempted to navigate the 
Massachusetts Bay Transit System I couldn't help but spiral into a mental 
state of uncertainty. In my head, I was replaying the conversation I had 
had a couple of days before with the clinical director of the NAL. As a sort 
of gatekeeper to the organization, I remembered his soft, yet inquisitive 
voice asking me the questions; “How long will you be in Boston?” … “Do 
you have any experience working with Native communities?” With every 
stop the bus made, I overthought each of the answers I had provided. As a 
white anthropologist, I was unsure, yet hopeful, about my ability to serve 
the NAL organization in a partnership that would be equally beneficial to 
both of us. (Field notes, October 2017) 
  
Journey to Service-Learning Internship 
Coming to Boston University School of Medicine (BUSM) straight from my 
undergraduate studies at San Diego State University (SDSU), I was confident of two 
decisions. I felt determined to pursue comprehensive training in medical anthropology, 
and if possible, I wanted to work with Native American communities. To complete the 
Medical Anthropology and Cross-Cultural Practice (MACCP) program, I was required to 
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conduct my field research within the region of Boston, Massachusetts, a particularly 
challenging space for Native communities both historically and contemporarily. Boston is 
home to two Native American organizations, one of which is the North American Indian 
Center of Boston and the second is Native American Lifelines. The first, often referred to 
as “NAICOB,” is primarily a community center acting as a safe space for Native peoples 
to gather, while Native American Lifelines or “NAL” is an Urban Indian Health Facility 
contracted through Indian Health Services. As a medical anthropologist, I wanted to 
research intersections between Native identity and health. The latter organization, Native 
American Lifelines, served as a promising potential place to engage in my Service-
Learning Internship. 
 As a non-Native person, I recognized that my personal background was likely to 
be an understandable barrier to working with a community whose identity I do not share. 
More specifically, as a white woman attempting to work within a Native-based 
organization, I accepted the potential that a history of oppression, and a past of unethical 
research, might create more than a justifiable reason for the NAL to choose not to engage 
in an internship. As I weighed this possibility, I asked myself, "What is my intention for 
pursuing research within this community?” After long thought, I formulated my reasons.  
As an Anthropology major at SDSU, the local geography and cultures had 
exposed me to Native peoples’ histories and identities. I had also taken courses in the 
American Indian Studies program there. One of my first introductions to contemporary 
Native artwork had come from learning about Bunky Echo-Hawk as an undergraduate in 
my American Indian courses. As I discussed in the Introduction, I chose to include some 
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of Echo-Hawk’s pieces, to illustrate injustices between Native peoples and American 
society that his artwork and my data reflect. As someone who has followed his artwork 
for years, prior to completing this study, I connected with him through his Facebook 
page. After explaining my project, and my intentions for using his works, I received his 
permission to use the pieces included in this thesis. Acting as visual expressions, they 
allowed me to present an emic perspective through varied mediums. In my study, the 
addition of Echo-Hawk’s work has been one of the most meaningful components to me 
on both a personal level and as a researcher.  
Additionally, during my time as an undergraduate, one of my first roommates and 
later one of my closest friends introduced me to her own Native background. Our 
connection as friends and peers served as another source of inspiration that encouraged 
me to continue expanding my knowledge and involvement with Native peoples and 
cultures. I felt honored that she shared that part of her identity with me, allowing me to 
engage in conversations coming from two different worldviews. Accordingly, I viewed 
my opportunity to pursue my MACCP degree as a path to continue learning about Native 
American communities, and to offer my skill set in service to those communities. Thus, 
began my journey connecting with the people of NAL.  
 
“Gatekeeping” and Native American Lifelines 
My first contact with the Boston office was a short message sent via Facebook to 
the Boston Native American Lifelines page. I explained my intentions, and my interest in 
interning with NAL. Thankfully, I received a response, indicating that if I were still 
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interested, a staff member from their Baltimore headquarters would reach out to me 
through a phone call to see if the partnership might be a match. I accepted the 
opportunity, and a few days later received a phone call, which served as a preliminary 
interview.  
In speaking with the clinical director, the primary point of our conversation was to 
discuss whether my research interests and skills would be compatible with NAL and its 
needs. I explained my openness to shaping my research around questions the NAL might 
have about community members they serve, and my appreciation for the potential 
opportunity. Following that phone call, I heard back from the Boston staff, saying that 
they were willing to meet.  
  Upon my arrival at the Boston NAL office, three women greeted me. (During my 
internship, they composed the core staff for NAL office in Boston). We sat together and 
introduced ourselves; I sat nervously waiting for my turn. By the end of the two hours we 
spent getting to know one another, we had discussed my potential as an intern, and some 
of the topics about which I was eager to learn more. As we grew more comfortable, we 
found similar interests, and talked about what would be beneficial to determine more 
about community members. I expressed my desire as a medical anthropologist to 
respectfully place “lifestyle disease” in a social context. Accordingly, the staff members 
shared personal experiences linking various traumas to contemporary health disparities in 
community members. They then offered me a position, as well as an invitation to join 
them the following week to meet their other two interns. Thus, began my service-learning 
journey as an intern with Native American Lifelines. 
 28 
 
SLIP and Fieldwork Site 
 The Native American Lifelines office served as a dual space for my internship 
and data collection. It is where I completed most of my service-learning internship hours, 
except for the time I spent in gatherings at NAICOB and other community venues. 
Additionally, it was where I conducted most of my fieldwork over the summer of 2018. 
As an intern, I commuted weekly to their office in West Roxbury (see Figure 1.6). 
Starting in October 2017, I attended weekly family nights, hosted by another NAL intern, 
who was a registered nurse.  
During these events, I helped prepare the food we were serving to clients and 
community members. Cooking became one of the ways I bonded both with NAL staff, 
and the two interns with whom I worked. It also became the primary basis for interacting 
with clients, and creating friendships. During the fall semester, Fridays became about  
Family Night, one of the most consistent programs with the highest community 
participation. In addition to preparing food, the NAL staff would assign a theme to the 
night, in the context of a particular health topic.   
For example, during the Halloween holiday, we hosted a family night all about 
sugar. This included educating elders and youth about foods that may appear healthy, but 
actually have vast amounts of hidden sugar. Throughout the year, I continued to attend 
local community events such as NAICOB's annual Thanksgiving celebration. The two 
organizations frequently combined large community functions utilizing NAICOB's 
community center, while NAL provided health outreach. For example, during the 
 29 
Thanksgiving dinner celebration, Native American Lifelines partnered with Walgreens to 
offer flu shots to community members.  
 
 
Figure 1.6 Native American Lifelines Building: West Roxbury, MA (Courtesy of Jessica Riley, June 12th, 
2018) 
 
Original Research Plan 
 In its broadest scope, the overarching goal of my research plan was to produce 
qualitative data and fieldwork about local Native communities and related health 
disparities. As I first started my journey with the NAL as a first-year graduate student, 
my original research interests pertained to learning more about a lifestyle disease that 
affects Native populations disproportionately. I wanted to know more about the 
consequences of framing these conditions in the context of "lifestyle," which often 
implies that (1) people are the sole player in creating their lifestyle and (2) people 
experiencing these conditions can "fix" them based on the premise of choice.  
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As I progressed further in my role as an NAL intern, I came across the word 
“wellbriety”. After encountering the word, I asked the staff about the origin of the term. 
The NAL women explained its use wellbriety in substance-use counseling, in programs 
like Red Road or White Bison, as a relatively new way to express health from an 
individual perspective. By exploring uses of this word, I hoped to gain a more authentic 
expression of health perceptions held by some of Boston’s Urban Natives. By focusing 
on language and meaning, I hoped, as well, to gain insight into at least one Native 
perspective or worldview related to health, wellness, and healing.  
My second goal was to gather data regarding how people demonstrate meanings 
of wellbriety through their patterns of consumption. By using the term "patterns of 
consumption," I hoped to allow people the freedom to include whatever they consume 
regarding their own experience of wellness. This could include foods, drinks, 
medications, drugs, or anything else a person consumes and puts in their physical body. I 
chose to frame the question as “patterns of consumption” so that the question would feel 
less restrictive and, equally crucial, non-judgmental. The inclusion of the word “patterns” 
was intended to see how people would express their health choices, without imposing the 
pressure that can be implied with the term “lifestyle”, which is often loaded with 
implications of victim-blaming and “self-made choices.”  
 I submitted my research plan to Boston University's Internal Review Board (IRB), 
I reflected on the best research design and methods. I first identified my exclusion and 
inclusion criteria. I decided to shape my inclusion criteria as follows: over the age of 
eighteen, Native American of a federally or state recognized tribe or first nations 
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members, staff, or client of NAL, as well as able to speak and understand English. The 
wording of my inclusion criteria is tricky, as semantics play a defining role in whether the 
United States government will recognize a tribal member as eligible for care through 
Indian Health Services. Through these inclusion criteria, I intended to allow a large 
enough population so that unnecessary exclusion did not occur. An additional note about 
the inclusion criteria pertains to the staff of NAL. During my year of participant-
observation, I noted the majority (if not all) staff and community leaders share a Native 
background. In this way, it is unique that community members and leaders often overlap 
in social roles and identity. Community leaders are also community members and vice 
versa. 
  Initially, my project focused on three primary methods of community-based 
participatory research: participant-observation, field notes, semi-structured open-ended 
interviews, and a community health assessment survey. After encouragement from my 
advisors, I chose to add the option for more visual opportunities. Using qualitative semi-
structured interviews based on photographs taken by participants, a method known as 
PhotoVoice (Rosen et al., 2011), allowed photography to become an option to express 
meanings of wellbriety. Through the use of PhotoVoice, I hoped not to limit participants 
to strictly using verbal communication methods. I designed the semi-structured open-
ended interviews to allow for flexibility in the interviewing process. In that sense, 
participants could talk freely about their experiences with wellbriety and wellness 
without feeling pressured to express uncomfortable or disturbing experiences. The 
community health assessment survey was designed to mimic semi-structured, open-ended 
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interview questions while utilizing the advantage of distributing the survey on a 
quantified larger scale. 
Building on the connections and friendships I made as an intern, I proposed to use 
purposeful and convenient sampling strategies. Purposeful sampling involves “the 
deliberate choice of a participant due to the qualities the participant possesses" (Etikan et 
al., 2016). Thus, I intentionally recruited from the Native American Lifelines 
organization as their clients met both the inclusion criteria required for this study as well 
as the worldview I sought to learn more about. Convenience sampling meant I would 
begin recruitment with community members most willing to talk to me, and then from 
their social networks hopefully gain more participants. Part of the strategizes I planned 
included attending more community events and NAL programming. As a Master’s level 
project, my advisors and I determined an n=10 semi-structured open-ended interviews 
would be sufficient to answer the research question. We decided a maximum of 200 
community health assessment surveys with an n=50 as acceptable to fulfill the subject of 
interest. The data analysis portion of my research design included transcribing and coding 
the semi-structured, open-ended interview as well as field notes and observations. I also 
planned to code and reproduce PhotoVoice and community-health assessment 
submissions. I chose to use NVivo as my primary system for data analysis. After 
inputting and coding my data, I planned to identify codes and themes using modified 
grounded theory.  
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Research Plan: Outcomes   
 My fieldwork and data collection with the NAL would not have been possible 
without the constant support from the NAL staff. Beginning in early June, I dedicated my 
summer months to recruiting, amending my protocol, conducting interviews, and 
distributing the community-health assessment survey. Overall, the project outcomes were 
consistent with my initial research plan. The PhotoVoice method was the main difference 
between my initial idea and the final design. Due to various limitations, to be discussed 
later, I was unable to recruit enough participants to engage in this qualitative open-ended 
visual method successfully. Ultimately, I collected: five formal recorded interviews, 
fifteen online survey responses, over a dozen informal conversations with community 
members, and well over four hundred hours of participant-observation documented 
through field notes and journaling. 
Recruitment 
 I recruited participants primarily through collaboration of the Boston NAL staff. 
Given the complicated history of mistreatment by non-indigenous researchers conducting 
unethical research in Native communities, I found in-person recruitment to be the most 
respectful and productive. The NAL staff would frequently allow me to make verbal 
announcements of opportunities to participate in my research studies in a face-to-face 
setting, where community members could ask me questions or voice concerns about their 
participation. In addition to verbal recruitment, I also included a flyer as part of my 
participation strategy to encourage community involvement. As an intern at NAL, I 
noticed one of the primary methods of communication were flyers. Following my IRB 
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protocol, I distributed flyers at various community gatherings over the summer as well as, 
after NAL programs.  
Participant-Observation 
 During the course of my SLIP as well as my fieldwork collection period, I 
completed over 400 hours of participant-observation. As a community-based research 
method, I chose to use these approaches as one of my primary sources of data collection. 
Through my service-learning internship, I built much of the necessary rapport I needed to 
interact with community members and leaders for my fieldwork. As a medical 
anthropologist working in the field, I kept both a field journal as well as a field notebook. 
I used my field journal as a space to document personal reflections about my experiences; 
while my field notebook provided a place for me to write down more objective 
observations. As part of the participant-observation methods, these field notes and journal 
provided a record of the observations I made as an anthropologist.  
I decided first to document my field notes using a note application on my cell 
phone as opposed to carrying a written notebook. I felt typing field notes on my phone 
made people more comfortable in comparison to me documenting my observations in a 
physical journal. Despite community members knowing I was a medical anthropologist 
collecting data for my thesis the cell phone made taking field notes to feel much more 
natural. To ensure community members were aware of my position as a researcher, I 
assured to introduce myself to each event as an intern with NAL as part of my MACCP 
program. When speaking with community members, I would openly talk about the 
program and explain that the interactions I witnessed here were all part of a learning 
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experience and may be included in the final thesis product. Due to the number of 
informal conversations I relied on collect this research it was imperative I make it clear in 
my interactions that I was part of Boston University School of Medicine. In that way, I 
depended heavily on verbal consent from participants so they were aware of how their 
knowledge might shape my research.  
 The summer weather in Boston permitted many outdoor community gatherings 
not feasible during the winter. I attended two family nights at Castle Island located in 
South Boston as well as NAICOB’s annual back-to-school BBQ. During these events, I 
helped with set-up and serving food to community members and clients. Many of the 
hours I spent conducting participant-observation included sitting with elders, youth and 
community leaders eating with them and engaging in informal conversations.  
Interviews 
 My study included semi-structured, open-ended interview questions. The topics 
during these conversations broadly addressed experiences with wellbriety and 
understandings of this word. As a relatively new term, I shaped the second set of 
questions for participants who did not identify with using it. This second set of open-
ended questions inquired what participants associated with the term wellbriety or 
thoughts that came to mind. Semi-structured questions allowed for fluidity and flexibility 
in the interviewing process. 
In addition, I chose to ask participants open-ended questions to allow for more in-
depth answers or opportunities for storytelling. In total, I collected four formal 
interviews. Three of these interviews I recorded using my laptop and I took handwritten 
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notes. One of the structured interviews was strictly handwritten notes to accommodate 
the comfort of the participant. Of my four formal discussions, all identified as women 
ranging in age from mid-thirties to late-fifties. In addition to structured interviews over 
the course of my SLIP and fieldwork collection, I engaged in dozens of informal 
interviews and conversations with community members and leaders. Interviewees who 
participated in the informal discussions, both male and female included ages from youth 
to elder (ten years old to eighty years old).  
Community Health-Assessment 
 The community health assessment survey (CHAS) was a mutually beneficial 
association between Native American Lifelines and my research interests. The first step 
in developing this additional method, consisted of a meeting with the Boston NAL staff 
where we had an in-person meeting to discuss potential topics they wanted to see 
included in the final product. Specifically, the NAL was interested in learning more about 
clients’ perceptions of mental health. I created the first draft of the CHAS and emailed 
the survey to both offices. Following the first draft, both the Boston and Baltimore offices 
scheduled a conference call so we could all collaborate and ensure the survey was 
beneficial and ethical. The NAL staff informed me that questionnaires with the highest 
rates of completion usually consisted of no more than 15-20 questions. Also, the staff 
encouraged me to use accessible and plain language so education would not create a 
barrier in people completing the survey. With the permission of the NAL, I distributed 
the first community health assessment survey via their "Constant Contact" listserv.  
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 After I received a limited number of responses, we decided to redraft the CHAS. 
The goal of the second draft was root the research in wellbriety and focus less on 
wellness. I submitted the revised community health assessment survey to Boston 
University’s IRB and received approval. With the permission of the NAL, we 
redistributed the second assessment, this time receiving more feedback. In total, I 
received fifteen survey responses via the "Constant Contact” listserv. While the survey is 
not statistically significant, these data complimented my interview responses.  
PhotoVoice 
After weeks of attempting to recruit participants to participate in PhotoVoice, I 
had limited community members actively show interest. One of the main challenges in 
using this qualitative visual method was the limited availability of cameras for 
participants to use. Some of the potential participants did not have access to either a 
smartphone or digital camera, which made the visual component challenging to capture. 
Another component adding to the challenges of the PhotoVoice method was that many of 
the potential participants stemmed from the Elders Health program. Some of these 
community members were not comfortable using a smartphone in the context of taking 
pictures for a research project. In retrospect, I would suggest I use a research stipend to 
purchase disposable cameras for participants to use. One of my motivations for offering 
PhotoVoice was the opportunity to print or digital copy photos for participants to keep. In 
addition, while following my IRB protocol with participant permission, I planned to 
make a gallery to leave with the NAL after completing my internship and fieldwork.  
 38 
A Note about Anonymity 
  One of the complicated areas in my research involved participant anonymity. 
During the time, I collected my data I experienced different requests with community 
members wanting their name attached to their stories and some who preferred to remain 
anonymous. The Boston University's IRB process required me to de-identify all of my 
participants as part of my approved protocol. To find a middle ground, I asked 
participants their preferred pseudonyms when possible. Paradoxically, the BU Internal 
Review Board’s requirement for me to de-identify my participants was, in some cases 
contradictory to their own requests. As a result, in separating real names from 
participants’ research contributions I felt as though I was stripping them of their 
autonomy, and was not rightfully crediting them for their cultural knowledge or expertise. 
The constraint of anonymity in my research study proved double-sided and a limitation to 
my research for these reasons.  
 
Data Analysis 
 The data analysis portion of my research included first typing my formal 
interviews, field notes, and observations. I used the playback feature on the recording 
system to transcribe the formal interviews I collected. After documenting the data 
(interviews, field notes, survey responses) using Microsoft word, I copied and annotated 
each piece looking for commonalities and themes. After transcribing and coding my first 
formal interview, I started to develop my codebook using grounded theory to analyze the 
data. I selected grounded theory as a method to analysis my research as one of the critical 
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components allows "codes to emerge from data and are not imposed a priori upon it” 
(Bryant & Charmaz, 2010). As a result, grounded theory allowed for my data to guide me 
to develop explanations inductively. After my first initial interviews and survey 
responses, emergent themes began to surface. I coded the various themes and ideas using 
NVivo software. This strategy made it efficient for me to define and keep track of 
patterns in my data. I will discuss the significance of these themes in the context of 
wellbriety and wellness is future chapters.  
Emerging Themes 
 Most prevalent in my research were themes of decolonization, intergenerational 
trauma, historical trauma, implications of Native identity, intersections with the United 
States government and current Native health status as well as patterns of consumption. As 
I stated in the Introduction chapter, due to the amount of micro and macroaggressions 
Native peoples have experienced I will delineate the themes listed above to explain how I 
define these terms in the context of this research project. The themes I list below are a 
combination of words participants used as well as my analysis of patterns represented in 
my data and triangulated through existing literature and research. The first three themes: 
decolonization, intergenerational trauma and historical trauma are themes coded through 
participants verbalizing them. The final two themes: patterns of consumption and native 
identities I named to describe patterns repeated in my findings. These emerging themes 
were not explicitly stated by participants; however, I use them to contextualize my data in 
a broader social scope.  
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Decolonization: A metaphor stemming from personal communication with NAL 
staff and community members that refers to deconstructing contemporary 
American culture comparing with Native worldviews, traditions, or culturally-
bound knowledge.  
 
Intergenerational Trauma: Traumas that transmit from one generation of people 
to the next. These traumas may be through kinship ties and interpersonal 
interactions or used to describe populations of people who experience trauma that 
effects subsequent populations.  
 
Historical Trauma: Trauma experienced by Native community members because 
of socio-political forces in United States borders that effect Native communities’ 
members.  
 
Patterns of consumption:  Foods, drinks, medications, or any other material 
substances participants told them they put in their physical bodies.  
Native identities:  Any community member or participant in my study that self-
identifies as having Native ancestry, either individually or in a broader social 
context.  
 
 The above terms define the foundational themes that appeared in my data, and are 
essential in understanding the core argument of this thesis. In the subsequent chapters I 
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use these phrases in conjunction with my data to formulate wellbriety and its subsequent 
cultural movement as a response to the discriminatory sociopolitical actions of the U.S. 
government. Transitioning into the first analytical chapter, The Public Health Gaze, I 
begin to use the theme of historical trauma to appropriately position how public health 
narratives constitute a one-dimensional perspective to a complicated history of 
colonization and contemporary trends in Native health status.  
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CHAPTER 4:  
STRUCTURAL VIOLENCE AND THE PUBLIC HEALTH GAZE 
“Exterminate, remove, assimilate, terminate, relocate. Most Americans 
will have no context for the relationship of these words to each other. 
Most Americans Indians will recognize them immediately” 
 
- Margaret P Moss, PhD, JD, RN, FAAN, enrolled member of the 
Mandan, Hidatsa and Arikara. (Moss, 2019) 
 
 
In this chapter, I use critical medical anthropology frameworks to situate how 
historical influences shape contemporary health in Native people. In doing so, I analyze 
how many Native peoples experience, and continue to, various forms of structural 
violence. I use examples of how Native humor can reveal a collective consciousness 
within my participants that acknowledge the pain and suffering that continue to plague 
community members. Additionally, I term what I call “The Public Health Gaze”, as an 
extension of Michel Foucault’s concept of the “medical gaze” to frame how public health 
perceptions of current health trends minimize the importance of historically-
contextualizing “disease” in relation to Native communities. Additionally, I use examples 
from participant narratives to examine how Native identities are routinely contested as 
illegitimate, and how this influences peoples access to healing.  
 
HUNAP Comedy Night 
 I arrived at Native American Lifelines’ office, ready for our night out. 
When I entered the building, I was greeted with the staff’s warm welcome. 
Tonight, we were attending a comedy show through Harvard University’s Native 
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American Program (HUNAP), hosted by an Ojibwe comedian. I was honored 
NAL had invited me to this social event. I was also unsure about my place in 
attending the show. I felt awkward, which then made me feel selfish. This night 
was not about me.  
 Well into my service-learning internship and through the majority of my 
fieldwork, I was aware of what people at NAL often termed “Native Humor.” 
Largely, my experiences with this humor were through staff and participant 
interactions, filled with sarcasm and satire, always delivered with quick wit. The 
jokes community members made in front of me often referred to historical 
assaults, arguably acting as a coping mechanism for dealing with hardships like 
poverty, broken family systems, or what public health literature is apt to refer to 
as “poorer health outcomes.” This night forced me to process some of the most 
uncomfortable feelings in my positionality as a non-Native researcher. One 
thought never left my mind—was it okay for me to laugh?  
 (Field notes, October 2018) 
 
 Reflecting back on the HUNAP comedy night, I realized the significance of 
understanding and paying attention to Native humor. Underneath the jokes presented by 
the comedian and shared by many community members, there is truth. The significance 
of the HUNAP night brought me multiple insights: (1) through humor, structural violence 
is acknowledged and becomes visible, and (2) I could understand much of the humor. 
While the latter may seem trivial, as an anthropologist this meant I had internalized 
enough community knowledge to bear witness to this collective consciousness.  
For example, the Ojibwe comic said, “You know then They promised Us 
housing… damn! *mockingly snapping his fingers* They got Us again…” (Field notes, 
October 2018). There was no historical preface, no mention of a Federal policy, but the 
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whole room laughed. Everyone there got the reference, as did I. The comic was 
commenting on The Indian Relocation Act of 1956 (also known as Public Law 959, or 
the Adult Vocational Training Program). Widely accepted as another attempt to 
acculturate Native peoples in the U.S., the act aggressively incentivized Native 
Americans to leave Indian reservations and traditional lands, and to assimilate into the 
general population in urban areas (See Background Chapter).  
However, the U.S. Federal Government failed in their promise to provide 
vocational training, resulting in an increase in Native peoples living in urban centers, 
without preparation to enter their work forces. In the context of the Comedy Night, there 
was a collective consciousness—a community of people who shared the memories of 
betrayal, historical assault, and injustice. Through humor, they came together to make 
sense of these subjugating experiences.  
 
Structural Violence 
Another way in which to analyze this collective consciousness is through lens of 
structural violence. In “Peace, and Peace Research” (1969), Johan Galtung positions 
“peace” and “violence” in relation to one another. Specifically, he defines peace as the 
absence of violence. Thus, to understand peace, one must address the particular meanings 
of violence. Galtung posits six dimensions, framing these concepts through the key words 
“actual” and “potential.” Violence, that is, is “the cause of difference between the 
potential and the actual, between what could have been and what is” (1969, 168). He 
situates his idea with the example of tuberculosis (TB). A person dying of TB in the 
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eighteenth century would be hard to conceptualize as the subject of violence. If that same 
individual were to die from it today—given all the contemporary medical treatments—
the death would be a case of violence, insofar as the person had been deprived of life 
through the withholding of treatment.  
By this logic, a preventable outcome, related to available resources, highlights 
issues of access and allocation. Denial of access, or of resource allocation, become 
defining features of violence, not of knowledge. Furthermore, Galtung elaborates on this 
argument, building the concept of “structural violence”—those instances when social 
structures or institutions may inflict harm by denying or depriving people of their basic 
needs or rights. Given the extensive history of interactions between Native peoples and 
the United States Federal Government, structural violence gives us a tool to with which 
to analyze how social forces have subjected Native peoples to violence of different kinds.  
When considering accounts of structural violence, I ask, how do histories intersect 
with contemporary health trends reported in Native populations? Outcomes of this social 
violence are rooted in historical assaults, and remain present in ways often invisible to 
hegemonic America. Indeed, many scholars and Native peoples use the term “invisible” 
to describe their histories and identities, whether in urban or reservation-based settings 
(Bruyneel, 2007; Harlow, 2018; Sonza, 2018). Yet urban identities occupy spaces that 
disrupt common stereotypes of Native peoples living only on reservations. As with most 
social binaries, the artificial “urban vs. rural” binary disregards the locational fluidity that 
most Native peoples experience. Additionally, I spell this word “(in)visible,” to represent 
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that these histories, assaults, and traumas are far from invisible to the peoples who have 
lived through them. 
 
“Bodies Don’t Just Tell Stories, They Tell Histories”4 
Through my internship with Native American Lifelines (NAL), I became an ally 
of an urban Indian health facility. Some of my first observations there exposed links 
between hegemonic perceptions of Native persons, and those Native persons themselves. 
Misinformed social constructions of Native identities have created, and continue to create 
ramifications for community members, ensuring that history remains a part of their health 
narratives. As I worked alongside NAL staff, many shared personal experiences that had 
occurred in educational settings ranging from elementary school to college. At various 
stages of their education, many recalled non-Native peoples who had internalized and 
perpetrated a stereotypical understanding of Indigenous identities.  
 
Invisible Identities  
One community member, Jay, remembered sitting in a college course, where she 
embraced the opportunity to express her connection to the movie Smoke Signals. As part 
of her participation, she revealed her Native identity to the class. One of her classmate 
jerked her head around and said, with genuine, yet offensive confusion, “I didn’t know 
Native Americans still existed, I thought y’all were ‘the last of the Mohicans’” (Field 
 
4 Quoted from Walters et al. (2011) work “BODIES DON'T JUST TELL STORIES, THEY 
TELL HISTORIES: Embodiment of Historical Trauma among American Indians and Alaska 
Natives” 
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notes, October 2017). Jay’s memory resonated with several community members at NAL 
that day. Many of these women laughed as they nodded, shaking their heads. Jay’s 
experience represented just one of many exposures to the ignorance surrounding Native 
identities that they themselves had experienced. Through laughter, arguably as a coping-
mechanism, these shared moments facilitated bonding moments for community members. 
Here, they recognized their traumas as a common experience between many tribal 
members.  
The urban Native identities served at NAL include peoples from all over the 
North American continent. For some, one of the barriers unique for urban Indian health 
centers involves the recognition and legitimacy of these individuals’ tribal identities 
(NAL personal communication, 2018). Uninformed views of contemporary Native 
people contribute to these contested identities, as in the common narrative of the 
“vanishing Indian.” As one community member recalls:  
I am having a hard time with proving I am afro-native (meaning of 
African and Native descent), because my father was not enrolled in a tribe 
and my grandfather was adopted through the IAP [Indian Adoption 
Project]. My health records and my great grandmother is so distant 
because of this, my generation is full of lost birds. - (CHA Respondent, 
August 2018).  
 
As this Community Health Respondent expressed, her multi-racial identity 
led to a contested perception as a “legitimate” Native person. Narratives of lost 
documentation, or difficulty “proving” one’s identity is a reoccurring challenge 
many of my participants faced. Ironically, much of the documentation that people 
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need in order to gain access to Indian Health Services were destroyed from 
policies in which the U.S. Government is responsible for implementing. In 
another study among the Chumash country, Julianne Cordero (2005) discusses the 
role of what she terms largely “Non-Indian” anthropologists undermining tribal 
identities. Here there is a parallel of outside social forces imposing non-Native 
perceptions of who classifies as a “real” Native person.  
 
Erasing Families 
The disenfranchisement of family systems the United States implemented, 
including ones such as the Indian Adoption Project, normalize the paternalistic and 
destructive relationship between Federal Government and Native peoples. As a 
continuation of the boarding school era, which operated under a larger assimilation 
period for Native peoples directed by the Federal Government historical and 
intergenerational trauma become cumulative and cyclical experiences. the removal of 
children from their families, either through adoption or boarding schools), and 
incorporate this material accordingly. 
In his later work, Galtung revisits structural violence through an additional layer 
that he terms cultural violence. He defines this theoretical concept as encompassing those 
aspects of culture—meaning the symbolic sphere of our [society’s] existence—that can 
be used to justify or legitimize direct or structural violence (1990, 291). In the 
relationship between Native peoples and the Federal Government, the historic policies set 
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in place by the latter exemplify a spectrum of cultural violence, ranging from overt 
genocide to violence embedded in structural institutions.  
One of the challenges to identifying cultural violence is the normalization of 
violence affecting the oppressed community. In other words, “cultural violence makes 
direct and structural violence look, even feel, right- or at the least not wrong” (Galtung, 
1990, 292). A history of institutional betrayal led by the United States government and 
inflicted upon Native communities enables a social positioning where cultural violence is 
presented and represented as socially acceptable.  
In this context, the terms “historical trauma” and “intergenerational trauma” 
become significant. Although used interchangeably, they are theoretically different 
(Gone, 2013). Historical trauma “relates to a collective experience of trauma that is 
perpetrated against members of a group due to their group membership, and the trauma is 
within that collective process” (Cromer, Gray, Vasquez, & Freyd, 2017). 
Intergenerational trauma is a secondary form of trauma. It is transmitted at the individual 
level as, for example, through family systems.  
Another result from separation of families manifests in the institutional betrayal 
from these schools resulted was yet more more factor contributing to, and reinforcing, a 
deep mistrust toward the Federal Government on the part of Native peoples. The impacts 
of the abuses is still not fully understood. The cultural violence subjecting these Native 
children to boarding schools were often justified through phrases such as “Kill the Indian, 
Save the Man.” These institutionalized messages authorized abuses as normal in order to 
cure “The Indian Problem.” Not until the Indian Child Welfare act of 1978 was passed, 
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did the U.S. government pass a policy that granted Indian parents the right to refuse the 
removal of their children to be placed in off-reservation schooling. In this way, there is a 
profound irony, that legislation was needed to be passed to remedy the previous policies 
of separation that the U.S. Federal Government originally implemented.  
As Julie Davis (2010) argues:   
“Perhaps the most fundamental conclusion that emerges from boarding 
school histories is the profound complexity of their historical legacy for 
Indian people's lives. The diversity among boarding school students in 
terms of age, personality, family situation, and cultural background 
created a range of experiences, attitudes, and responses. Boarding schools 
embodied both victimization and agency for Native people and they served 
as sites of both cultural loss and cultural persistence. These institutions, 
intended to assimilate Native people into mainstream society and 
eradicate Native cultures, became integral components of American 
Indian identities and eventually fueled the drive for political and cultural 
self-determination in the late 20th century.” 
 
The legacy of boarding and residential schools surfaced in my research at Native 
American Lifelines. For individuals who came there, the abuses and traumas from these 
institutions proved to be far from a “distant past,” although it might be buried in a variety  
of ways. For example, one NAL staff member said, “You know, we could have a client 
for ten years and then one day they’ll mention ‘Oh yeah, I was in a boarding school’” 
(Field notes, March 2018). The lasting impacts of these settings mark an institutional 
betrayal that is multigenerational.  
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Additionally, many of the people in boarding schools experienced historical 
losses that included the loss of tradition, broken family systems, and alienation from 
other tribal members upon returning to their reservation. As Emma observed:  
 It's really painful for me that we've lost so many of our traditions that all I 
have is less than when I see other people using. Or, I have to borrow 
practices from outside my community to have access to something that 
seems in parallel. - (Interview, August 2018). 
 
During my internship and fieldwork with NAL, study participants passed along 
the common wisdom concerning the need for a researcher positionality that is sensitive to 
the experiences community members may have faced. As one staff person stated “Well, 
you know the whole kind of ‘white is right,’ that mentality is still with people to this day. 
It isn’t something that just goes away” (Field notes, April 2018).  
The effects of assimilation policies, such as those from the boarding school era, 
persist in some of the ways that community members still construct their own identities. 
Additionally, in many meetings and gatherings, histories of assimilation and separation 
tended to surface, as community members attempted to make sense of policies 
reinforcing white superiority. As one person pointed out, “Well, and how smart is it that 
Native children learned to say they were not Native, so as to not be taken away…?” 
Another staff followed up with commentary about how internalizing these assimilation 
policies had lasting effects, sharing that, “To this day, if you ask my sister, she will say 
she is White. She does not go with us to our reservation” (Field notes, June 2018). 
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Through community members’ narrative we continue to see how past assaults to Native 
communities resurface in contemporary settings.  
 
Pathology and Public Health 
Through his work in Haiti, Paul Farmer adds an additional dimension to this 
framework defining structural violence as “violence exerted systematically—that is, 
indirectly—by everyone who belongs to a certain social order: hence the discomfort these 
ideas provoke in a moral economy still geared to pinning praise or blame on individual 
actors” (2004, 307). Building on this analysis, I suggest that what I term “the public 
health gaze” becomes a continued expression of this facet of structural violence. It stems 
from the individualistic perspective of health and choice modeled in public health as a 
discipline. Here, I rely on Foucault’s concept of the medical gaze. Foucault coined this 
term to describe how doctors learn the skills with which to modify patient’s stories, 
separating the “biomedical” from the “non-biomedical.” That is, the medical gaze trains 
the provider to disassociate the patient’s physical body from their social identity.  
The translation from “person” to “body” through this learned gaze has several 
effects. First, the provider-patient relationship is predicated on the premise that the 
physician has knowledge—deriving from this specialized gaze—that the patient does not. 
The emphasis on biomedical skill reconfigures the power structure between the two 
parties, as the provider becomes the dominant, and the patient—lacking “expertise”—
becomes subordinate. This dynamic disenfranchises the patient from having autonomy 
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over their own physical body, while giving the responsibility and authority to the 
provider.  
I suggest that Foucault’s concept finds its parallel in the impact of public health 
discourse on perceptions of Native peoples and communities. This discourse generates an 
unbalanced relationship that mirrors the one between provider and patient. Public health 
officials learn to see Native communities through a biomedical lens, marginalizing their 
historical and social identities in favor of biomedical “facts.”  
As Wood et al. note, “Until recently, health research in Native American studies 
has produced overwhelmingly dominated descriptive research approach, such as 
epidemiological studies focusing on disease patterns and risk, health perceptions and 
attitudes, or on health care service provisions (2018). The research implications that 
result from these constructions of Native people depict images that pathologize them in 
the context of biomedicine, as well as in the hegemonic perception of Native identities in 
America. One Native community member, in a critical tone, voiced, “We see so much of 
‘what is THE problem?’ or ‘what’s going on THERE…?’”as she sarcastically tilted her 
head back, while rolling her eyes, in order to assume the fictional role of an etic person 
feeling confused with the thought about a population of people who could potentially be 
so impacted by disease (Field notes, August 2018).  
In Indigenous Peoples and Diabetes (2006), Mariana Leal Ferreira and Chesley 
Lang call for rejecting two common views in the public health gaze of diabetes, and 
adopting two alternatives instead. The first would place it in its social context. The 
second would interpret it as the reaction of the organism (Ferreira and Lang 2006, 16). In 
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other words, they advocate for interpreting diabetes in Native populations as a response 
to environmental and macro-social factors, as opposed to an inherent quality at the 
genome level.  
Ultimately, they suggest that the public health gaze exemplifies the limitations of 
filters that marginalize a socially and historically informed understanding of 
contemporary health trends in Native peoples. It thereby contributes to a paradigm of 
colonialistic health literature.  
 
Conclusion 
Through the biopolitics embedded social institutions structural and cultural 
violence become normalized realities for Native peoples. In the perspective of Paul 
Farmer, structural violence returns the blame for these negative health outcomes on the 
individual actor. We see this dialogue present in the public health gaze through 
pathologzing health statistics and “lifestyle disease” jargon. However, as Ferreira and 
Lang argue, we must classify disease and produce biomedical knowledge requires 
situating health or illness in its appropriate social context.  
Equally important, we must acknowledge the implications of colonialism, it is 
imperative to recognize the strength and resilience present in Native populations. One 
example, through Native humor as an expression of coping and acknowledgement of 
historical loss. As I argue, that the danger of research that only considers the devastating 
effects of colonialism runs the risk of reinforcing the image of Native peoples as health 
disparities denying communities of their agency. In the subsequent chapter, I explore 
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through the words of my participant discourses of wellness. Specifically, through using 
the concept wellbriety as a Native-based healthworld.  
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CHAPTER 5: IN THEIR WORDS 
 
Figure 1.7 “What does the term wellbriety make you think of?….” 
(Community Health Assessment, June 2018) 
As I prepared to refine my research question, I collaborated with Native American 
Lifelines to better understand community perspectives of wellbriety and wellness. I first 
came across the word “wellbriety,” when I was organizing health pamphlets in the NAL 
office. I immediately asked one of the staff what is this word? Initially they told me, the 
term is associated with Red Road and White Bison. After I spoke with them more, I 
learned that some people shape meanings of wellbriety outside the context of these 
recovery-based programs. One way I began to conceptualize this term was as an 
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expression of wellness. In addition to asking community members about these discourses, 
NAL staff encouraged me to include questions about perceptions of mental health. The 
interconnectedness between mental, physical, and spiritual health became increasingly 
apparent through participants’ narratives. 
To analyze my findings, I rely on Paul Germond and James Cochrane’s idea of 
healthworld. This term, which builds upon earlier works of Jürgen Habermas and 
Edmund Husserl, frames this concept as a region of the lifeworld (see Background 
chapter). Specifically, a healthworld signifies a landscape of health or healing which, 
Germond and Cochrane argue, is “an irreducible, experientially pervasive, region of the 
lifeworld which has epistemic force, shaping what is known with significant implications 
for health-seeking behavior and the efficacy of health interventions” (2010, 310). In the 
case of wellbriety, community members use the term as a part of their wellness discourse 
(individual level), and to inform a larger cultural movement (social level). Thus, I argue 
that in response to, and as part of a larger revitalization movement, Native American 
peoples have constituted a healthworld that some conceptualize through a discourse of 
wellbriety.  
 
Discourses of Wellness 
“Part of surviving this Nation is knowing your language and culture… 
without that you’re non-existent.” 
-Our Fire Still Burns: The Native American Experience  
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 As one of the overarching research aims in this study I asked how urban Native 
community members construct discourses of wellness. Part of this exploration included 
identifying what practices made people feel healthy. In this way, I observed what 
participant’s identified as present or missing from their healthworlds.  
 
Figure 1.8 Therapeutic Pluralism for Participants  
Much as this Community Health Assessment respondent acknowledged both 
Western and Traditional medicine practices, Moghaddam et al (2015) research the role of 
traditional healing in an urban Native American health center. Through this qualitative 
study, both service providers and clients emphasized a path to wellness that includes 
physical, spiritual, and mental health, and that traditional healing was a compliment to 
Western medicine. Discussion of bodies and health are inextricably linked to a person’s 
construction of how they perceive themselves. To comprehend a non-Western definition 
Healthworld
Biomedicine
Access to 
Native 
Langauge
Traditional 
Healing 
Practices
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of wellness, it is essential to recognize that Eurocentric ways of thinking have a history of 
conceptualizing individuals in terms of a Cartesian mind-body dualism (Mehta, 2011). 
While this framework may serve as an appropriate construction of “self” for some, it does 
not transcend as a universal or cross-cultural perception, nor has it continued to hold the 
influence in the dominant  culture that it once did. Nevertheless, it is remains necessary to 
acknowledge some differences in formulations of some Indigenous ways of knowing. As 
one participant voiced:  
Traditionally, Native peoples saw emotional/mental and physical health as 
interconnected. Western medicine is just discovering this with 
psychoneuroimmunology. I do believe that illnesses start in our mind and 
then manifest in our body. I try to pray daily and burn sage often to keep 
myself positive and grounded.- (Community Health Respondent, June 
2018)   
While this participant recognized the mental and physical binaries embedded in 
European worldviews, they also recognized the parallel between “Western” or 
biomedicine, and practices that originate from other traditional forms of healing. Part of 
wellness for this community member came in the form of praying daily and burning sage 
to keep themselves “positive and grounded.” As, Gone and Trimble (2012) report, 
American Indian and Alaskan community members are increasingly advocating for 
culturally alternative approaches and opportunities to address their mental health needs 
on their own terms.  
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Emma’s Narrative  
 One of the community-members I had the opportunity to interview was a 
clinician. She held her Ph.D. in counseling, and specialized in expressive arts therapy. 
Emma was a strong woman who was outspoken and quick-witted. Truthfully, I was 
surprised when she agreed to let me interview her. I had met her only once, at a 
community BBQ, and found it unexpected that she was willing to trust me enough to 
allow me to learn from her. I was excited when I met her because of her perspective as a 
mental health clinician. As I quickly learned during our interview, she has dedicated her 
career to “decolonizing mental health.” As she described to me in our discussion, 
incorporating means of culturally-informed interventions for Native peoples is at the 
center of all her work. Consider this excerpt:  
I sat in the middle room of NAL, eagerly yet anxiously, awaiting the 
arrival of my participant. As she walked in, I attempted to calm my nerves 
and prepare for what I thought might be an intense interview. Emma wore 
a red t-shirt with red framed glasses that had white and black stripes on the 
band. Her heart-shaped face was framed by her light brown hair. The loose 
strands of hair allowed her earrings to move in and out of visibility as she 
turned her head. Her earrings caught my eye as they were beaded 
turquoise and red, mimicking the shape of a chandelier. We sat for a 
minute while I set up my journal. The room was slightly overlit for the 
time of day, and the air conditioning was blowing heavily, yet something 
about the room still felt stiff. Her presence was strong, yet calm as she 
settled into the space waiting to begin our conversation.  
Me: Would you mind walking me through how you define wellness? 
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Emma: You know in my own process of being able to have a culturally 
centering process… so that when I do work that involves me and then my 
family and kind of the reign (meaning dissemination) goes out this… 
collective knowledge. So, my wellness is completely connected to authentic 
connection in terms of my place in the world and my worldview and that is 
been so interrupted, so wellness is a hard [concept] it’s a loaded term 
because it feels so abstract… 
 
Me: Mhmm… 
 
Emma: From what is the actual language and way that we access 
connection, so this is really rich for me, and painful for me, because our 
language was even almost taken away right? So… so…, and I mean I am 
not speaking for all Native people in Boston (chuckles) or even in my 
tribe, but this is very personal journey that for me and accessing my 
Native language has been one of the primary ways I have been able to 
access connection… and that connection is my wellness, right? But, but 
wellness is a term that pulls me outside that centering meaning, because it 
is not a word that I have from my connection, does that make sense?  
 
Me:  I think I am understanding, could you say more?  
 
Emma: So, the English language is even a problem, and I don’t mean to 
be super picky and say and this… it’s not a critique of your survey 
[meaning it was written in English] this is just talking about freely how 
incredibly sensitive this can be in thinking about the needs of people… 
that have been pulled out and stuck over here… and as were trying to 
journey back we keep being asked things that keep pulling us back over 
there [outside the culturally centered meaning.] Again, all these 
interventions bring us right back in this other framework but then the only 
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way I find a way to personally be really strong is to go back to my center, 
but I keep getting pulled back; even with the English language, even with 
these models of wellness you know… as a counselor. And here is my bias 
my entire doctorate was about decolonizing my profession. That is what 
my entire research is and so I almost have like this radar that has been 
really highly tuned to pick up on anything that’s starting to pull me out of 
my center. (Field notes, August 28, 2018) 
  
In this interview, Emma explains how not having access to her cultural center is 
something she views as damaging to the characterization of her wellness. The concern 
here is the historical erasure through genocide of Native people and cultures in society 
and, additionally, not seeing these effects perpetrated because people are unable to access 
as my participant describes as “her authentic self”. This raises the question for me, how 
does one’s worldview become a part of health? When considering the embodiment of 
historical erasure through having to “borrow” traditions because of cultural genocides of 
native people where collective knowledge was destroyed or lost. Here, Emma directly 
connects her ability to “be well” to speaking in her Native language—language and 
connection to, what she terms her “authentic self.”   
 
Landscapes of Wellbriety  
Germond and Cochrane’s (2010) analogy of healthworlds as part of a healing 
landscape allow for a multi-dimensional analysis. Part of their concept includes a 
discussion of health-seeking behaviors. Additionally, wellbriety as a Native-based health 
discourse, based in participants’ interpretations, has the flexibility to operate on a social 
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and individual level. For example, some of the participants in this ethnographic work 
used wellbriety to describe a personal journey, often associated with recovery from 
substance-use disorders. Others exercised this health discourse as a way to inform a 
larger cultural movement healing from traumas directly inflicted by the United States 
government.  
Wellbriety: Individual and Collective 
In this section, I explore how my participants’ perceive collective and individual 
meanings of wellbriety. In doing so, I consider how wellbriety represents a complex 
landscape of health discourse and healing. Here, I position my use of the term wellbriety 
in relation to Dennis Kelley’s work, “Alcohol Abuse Recovery and Prevention as 
Spiritual Practice” (2009), which frames the concept of wellbriety in what he calls 
“reprise.” He purposefully uses this term as it disassociates colonized meanings of 
revitalization, which are at the center of reprise. I analyze my data drawing on his 
interpretation of wellbriety as a form cultural renewal or revitalization, in the context of 
an intertribal setting. For example, one Micmac community member explained her own 
interpretation of the term, saying:   
Jay: A person's inner peace… going through difficult stages of life and 
finding that peace and common terms with your addictions or whatever 
you're going through. It can be either sexually abused or physically 
abused. Coming and going through with a family that has his own 
substance abuse…but you know coming to terms with it and accepting it. 
- (Interview, June 2018)  
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Jay’s perspective provides insight of wellbriety as a personal acceptance, a 
way to accept and heal from hardships and traumas. When we consider the 
structural violences many community members have faced (see Chapter 4), we 
can begin to conceptualize how a Native-based concept holds a meaningful way 
for people to heal. Additionally, in this participant’s outlook wellbriety is not 
limited to the confines of substance-use treatment. While many programs that are 
intended to be recovery based are suitable for various populations (i.e., SMART 
Recovery, Alcoholics Anonymous, group therapies, etc.), the encompassing 
nature of wellbriety provides inclusive dialogue for what traumas Native 
community members are healing from.  
 In another example of individual wellbriety, one Pawnee community member 
stated:  
To describe a holistic sense of health...and especially in my sobriety. 
Wellbriety means to me that I am focused on all aspects of a healthy life, 
not just avoiding alcohol. 
 –Pawnee Community Member 
From this participant, recovery from substance use does not strictly mean 
abstinence from alcohol. For this community member she identifies the complex ways 
she views recovery from alcohol misuse. The reference to holistic ways to approach 
healing, becomes a more culturally-informed way to approach recovery relative to some 
Native community members (Kelley, 2008) On a social-scale the wellbriety movement, 
led by Don Coyhis, is linked to White Bison— an organization primarily serving as a 
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unifying force, tying the various approaches to alcohol and other drug abuse recovery 
processes into a network that takes Native cultures to be the key factor in communal 
wellness (Kelley, 2008).  
 
Idiom of Resilience 
Clare Parsons’ (1984) defines an “idiom of distress” as a way for people to talk 
about stressful experiences or suffering. An idiom of distress can present in somatic 
and/or behavioral expressions; however, they are bound to the context of a specific 
culture. From an ethnnomedical perspective, these explanations provide an explanatory 
model for illness in relation to a particular sociopolitical reality. In one example of 
Parsons’ (1984) work she analyzes the underlying relationship between sickness and 
kinship among Polynesian people in the kingdom of Tonga. For example, a family 
member within the social context of Tonga, may attribute their sickness as cause from 
family discord.  
I adapt this expression, as I situate the concept of wellbriety as another culturally-
bound idiom. However, I transform idioms of distress into what I term an “idiom of 
resilience.” I use historical interactions between the United States Federal Government 
and Native American community members to position this term. The idiom of resilience I 
suggest, is the emergence of the wellbriety concept as an expression of healing in 
response to violence against Native people inflicted by the U.S. Government. Rooted in 
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my ethnographic findings, I change the word to resilience to describe the community 
strength that participants reported.  
 
Conclusion 
 In this chapter, I have attempted to address the nuanced ways that my participants 
shaped meanings of wellness and wellbriety. Through using the concept of a healthworld, 
we can identify the therapeutically plural ways that community members go about health-
seeking behaviors. As we learned from Emma, her ability to access “authentic self” 
symbolizes her connection to health—much of this is tied to her Native language. As part 
of a landscape of healing, I use Germond and Cochrane’s idea to explore how meanings 
of wellbriety operate on social and individual levels. As a health “intervention,” 
wellbriety signifies Native-based discourses to provide healing. As demonstrated in 
Dennis Kelley’s work he frames wellbriety through a reprise or revitalization. Finally, I 
end with the theoretical suggestion that wellbriety is an idiom of resilience.  
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CHAPTER 6: Decolonizing the Diet—A Case Study of Food Sovereignty 
 
I sat in the community center gym and waited for the gathering to begin. 
The facilitator summoned the youth over to the table where she had laid 
out a tablecloth to showcase the vegetables she brought from her garden. 
The children’s faces looked intrigued and confused as they took turns 
poking at the squash on the table. The facilitator made final eye contact 
with the parent,s as she took the lead to begin her lesson on food 
sovereignty. 
 
Facilitator: “Who here knows what a territory is?” 
 
Young boy: “Umm… it’s when one or more person owns a piece of land, I 
think that’s what it is...” (looking up doubtfully) 
 
Facilitator: Okay… very good… you’re not wrong (looking over to the 
parents for extended eye-contact) Does anyone else have a guess? 
 
Youth group: “No…” (children nervously giggling while looking at each 
other) 
 
Facilitator: “Well… you know how we all just went around and talked 
about where our people are from… we didn’t always think of land in that 
way… that’s something that came with colonization… Do you know what 
that means?” 
 
(Field notes, October 2018) 
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In the food sovereignty symposium I observed in October of 2018, the facilitator 
asked the youth group whether they were aware of relationships between land and food 
within an Indigenous framework—or, whether in contemporary school-settings, 
education only covered what a territory means from of a Eurocentric worldview. The 
facilitator specifically used the word “stewardship” to explain the old or traditional ways 
Native peoples’ conceptualize connections with land, and its use for food production. 
“Facilitator: You know.... We didn’t always used to “own” land, instead we were 
stewards” (Field notes, October 2018).  
This excerpt from my field notes represents many conversations I had with staff 
from Native American Lifelines and their partnered community centers, and with other 
community members. As we sat in the food sovereignty workshop, the young  people’s 
inability to define Native foods became more apparent. In attempting to understand their 
experience from an emic perspective, I imagine two questions: first, what is it like to live 
in a socio-political reality where your heritage is invisible? Second, how does food act as 
a proxy to reclaim an identity which, through multi-dimensional forms of violence, has 
been stripped from you? 
Food and physical environments share a connection that is nearly impossible to 
separate. We rely on land to produce food; therefore, these interactions have a direct 
impact to sustain life and communities. However, there is not a single way to define this 
relationship for Native peoples. In this chapter, I analyze how disrupted Native lifeworlds 
are shaped through limited access to traditionalism and sacred foods. In this context, 
reclaiming authority over one’s food—food sovereignty—represents one part of a larger 
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effort to decolonize these lifeworlds. It is also one dimension of the pursuit of wellness 
within the healthworld that this study examines. To understand this decolonization 
movement as one community expression of health, I situate my data as a case study 
example, to frame food sovereignty, within the intertribal setting, at Native American 
Lifelines.  
 
Food Sovereignty & Native American Lifelines 
The United States political decisions and acts of genocide are undeniably central 
to understanding the significance of contemporary food sovereignty movements for 
Native communities. As Powys Whyte argues, “food sovereignty should be seen—at 
least in part—as a strategic process of Indigenous resurgence that negotiates structures of 
settler colonialism that erase what I will call the ecological value of certain foods for 
Indigenous peoples” (2016, 2). At its core, food sovereignty carries larger cultural 
implications that defines “sovereignty,” simply defined as a governing authority. 
Indigenous food movements, such as “Decolonizing the Diet,” provide a platform of 
discussion, for Native peoples to have autonomy over their own health outcomes as a 
population.  
In the case of Native American Lifelines, this culinary movement symbolizes a 
reclamation of Native ways and identities for All Nations. During the entirety of my work 
with NAL, food was at the core of many health discussions. Food was included at each 
event I attended. In part, the organization uses food as a way to promote community 
bonding, and as a social activity. Additionally, however, as the following participant 
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narratives suggest, food consumption represents a way to connect with traditional ways 
that the United States government has repeatedly attempted to dismantle.  
 “Food is our Medicine,” this is one of the phrases NAL staff commonly quote. 
Notably, many of the trainings that they attended during the time of this case study 
involved workshops hosted by the Urban Indian Health Institute. These seminars added 
to their discourse related to the decolonization of food. For example, after one staff 
member attended a food sovereignty convention, we sat in the conference room on a late 
summer afternoon to reflect on her experience. As she recalled: 
“When I was younger I remember we had a Tastee Freeze 
[thinking back to her reservation], but it's nothing like today… On Friday 
nights, we would get a boxed pizza, but that ya know was a treat…” My 
grandpa was a farmer—he would teach us ways to farm, you know like 
take what you need type thing. Don’t hoard… he taught us how to take the 
right percentage of the plant and what to leave.” (Interview, July 2018).  
While speaking, she sat in deep thought, and considered the ways food and consumption 
patterns had changed over her lifespan.  
NAL staff who attended the workshop functions viewed them as an opportunity to 
access Native-based approaches to what they termed “healthier ways.” With what I 
interpreted as a sense of responsibility, they looked for ways to pass it along. During the 
periods of my internship and fieldwork, NAL hosted several events to disseminate to the 
community the knowledge they had acquired about how to eat decolonized food.  
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For example, NAL served infused waters at community functions and gatherings, 
which provided an accessible way to spread the conversation about Indigenous culinary 
revitalization. These waters replaced sodas or other high sugar drinks. Staff distributed 
many of the teas and infused water recipes to clients, and brought them to community 
events (see Figure 1.9). Additionally, they emphasized the therapeutic benefits of these 
recipes. Some of the Decolonizing the Diet materials from UIHI pointed to herbs like 
peppermint, describing it as having cooling anti-inflammatory properties, making it a 
natural addition to cold and flu teas (NAL, personal communication).  
 
 
 
 
Figure 1.9 “NAL BBQ: Lime, Orange and Peppermint Infused Water” (Courtesy of Jessica Riley, 
August 2018) 
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Through the organizational attempts to include decolonized forms of food at 
community events, NAL staff facilitated conversations that thematically brought up 
topics involving the revitalization of Native identities. Within the context of an urban 
intertribal setting, these community interactions provided bonding moments for 
community members to speak about they own traditional ways to prepare foods.  
 
Food Consumption as Symbolic Gesture 
One of the aims of this food sovereignty case study has been to explore 
connections between identity and symbolism regarding food consumption. In “This Path 
Will Heal Our People”: Healing the Soul Wound of Diabetes” (2008), Michelle M. Jacob 
draws on her work on an American Indian reservation in the Pacific Northwest to focus 
on the prevalence of Type II diabetes. Specifically, she uses Maria Yellow Horse 
Braveheart’s definition of historical trauma (see Background chapter), to build on the 
idea of “the soul wound”. Jacob explains how colonizing forces devastated traditional 
and spiritual relations between sacred foods and life ways. She argues, the soul wound 
results from a community that is out of balance, therefore illnesses are a manifestation of 
that imbalance (2008). Repeated accounts of alienation from traditional foods are 
commonly cited as one of the imposed outcomes for Native communities which from 
U.S. biopolitics and colonization.  
 The findings in Jacob’s (2008) work parallel much of the data I collected through 
NAL from participant narratives. Many studies focus on a particular tribe or reservation. 
This case example, however, adds an additional nuance to the discussion of food 
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sovereignty by addressing the context of an intertribal setting, as illustrated by the use of 
an an All Nations approach in the materials and related discourses, to honor the amount 
of diversity of tribes NAL serves. As the facilitator of the October 2018 symposium 
observed, “Food is how we connect with our land we have been displaced from.  Try 
eating squash, you will feel better. If you are from the Southwest, focus on eating corn 
chowder. If you are from First Nation,s what about shellfish? And from the Pacific 
Northwest try eating salmon...” (Field notes, October 2018). Throughout these 
conversations, community members spoke about how their tribes and people have 
attempted to preserve traditional ways and knowledge, despite centuries of erasure.  
As part of the Community-Health Assessment survey, NAL staff and I included a 
few questions directed at understanding clients’ perceptions of food and consumption 
patterns. We asked, “What, if any, are some of the challenges you feel stop you from 
having access to foods or drinks you prefer to consume?” The question aimed at eliciting 
the obstacles to participants’ being able to choose freely. The related word-cloud (see 
Figure 1.10) exemplifies the words they repeated most frequently: 
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Figure 1.10 “Challenges to Preferred Foods” (Community Health Assessment, August 2018) 
 
 From the community health assessment, the words: money, availability, time, 
resources were some of the words participants most repeated used when they described 
potential barriers to accessing the foods they prefer. As a precursor to this question, each 
of these participants ranked “maintaining good health” as a “very high” priority. Thus, 
the words they associated as influential on their food consumption patterns do not strictly 
revolve around individual “choice,” meaning outside structural forces also impact 
peoples decision-making.   
In the food-insecurity literature, some of the well-documented factors that disable 
people from obtaining the ingredients and quantities recommended for a balanced daily 
diet include: income, race and/or ethnicity, distribution, and access (Hernandez et al., 
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2017; Myers & Painter, 2017). While all of these circumstances can impact many Native 
communities, one barrier that was stated frequently was “geographical.” This is present in 
my ethnographic study, as well as stated in food sovereignty literature. One facet of this 
barrier provides insight into the relationship between food and the connection to 
homelands. As one Micmac community member expressed, “I miss having my winter 
squash. I can’t get it while I’m in Boston. It’s not like what I grew up with in Canada” 
(Field notes, October 2018). In this way, culturally-appropriate foods become nuanced in 
a history of relocation, displacement, and access to traditionalism.  
Many ethnographic accounts review different ways in which way Native peoples 
assert their identities through food consumption patterns. This phenomenon is not unique 
to the clients at NAL, but rather is shared by many Indigenous groups. In one 2006 study, 
“Diabetes and Identity: Changes in the Food Habits of the Innu,” Bernard Roy analyzes 
the connection between the “act of eating” and implications among health and identity 
within the Innu community of Canada. Roy (2006) concludes that the “act of eating” 
among his research population serves as a symbolic way to represent political and social 
meanings.  
The Canadian government developed health programs targeting the Innu people, 
with the aim of decreasing diabetes rates. These programs operated under biomedical 
assumptions that diabetes is a product of individual life choices. The interventions 
involved culturally-adapted food guides that attempted to decrease the prevalence of 
diabetes among the Innu population. The premise of the intervention was that if public 
health official educated Innu people on eating “healthier diets,” they would choose to eat 
 76 
foods that biomedicine classifies as more nutritious. However, when designing its 
intervention, the government overlooked the social meanings that Innu people valued 
through their food consumption.  
 Roy observes that, “despite this high level of awareness and knowledge and the 
regular visits to health professionals, the behaviors and the eating habits of the Innu have 
obviously not changed significantly” (Roy 2006, 173). From these results and failed 
health efforts, he suggests that the complexity of this community’s food habits extends 
further than the oversimplification of the biomedical intervention, which reduces the “act 
of eating” to a mere physiological function. When Roy further examined the resistance of 
the Innu to change their eating habits, he found the community members’ “non-
adherence” involved deeply rooted political reasons. 
Foods like white bread, candies, refined sugars, and fat food symbolize acts of 
modernity for Innu people. Additional motives among the Innu people for these 
consumption patterns include social status. Roy notes, "incorporating these foreign foods 
associated with achievement, luxury and success has significantly contributed to the 
development of the Innu's modern identity” (Roy 2006, 179). Furthermore, the act of 
eating processed foods symbolized a desire to be a part of the "modern society," from 
which “they were increasingly and painfully excluded” (Roy 2006, 180). In the context of 
this study, food became a way to assert elements of identity politics that remained largely 
invisible to the Canadian state. 
 When I compare Roy Bernard’s (2006) findings with the data I collected, a few 
fundamental differences in patterns of food consumption emerge. First, the Innu people 
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who took part in Roy’s study were located in a reservation setting. Many of Roy’s 
conclusions regarding identity negotiation between the Innu and the Canadian 
government resulted from a history of colonization that had imposed Eurocentric 
ideologies of modernity. As a result, eating processed foods for became associated with 
successfully assimilating into “modern” society.  
In contrast, many of the participants in my ethnographic work represent an 
intertribal urban space. Many feel disconnected from the homelands or reservations they 
associated with access to the foods they want to consume, and expressed a yearning for 
access to traditionalism and First Nation foods. Yet the underlying commonality between 
Roy’s research and this case study is that each demonstrates how colonialism has 
influenced, and continue to, structure the larger context to which Indigenous peoples 
must respond.  
 
Food Sovereignty in a Wellbriety Healthworld 
One of the most significant questions asked during the food sovereignty lecture 
was, “What is Native food?” Community members’ varied responses to this question 
highlighted the differences among participants’ understanding as to what constitutes 
Native cuisine. Within a contemporary context, one community member who identified 
as Apache reflected, “You know I can go to a restaurant—I can go to a Puerto Rican 
restaurant and get their food, and it might be a mix of what not… or I can walk to my 
neighborhood store and go to the bodega.. I can get my Trinidadian food, I might get a 
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beef patty… Imagine having a Micmac section? Or a Cherokee section? (Field notes, 
October 2018). Here, she highlights the invisibility of Native foods in local store settings.  
As I have discussed in the previous sections and chapters, food plays a 
fundamental role in wellness and connection to traditionalism that many of my 
participants reported they valued. I return to Germond and Cochrane’s concept of 
“healthworld” From an idealized perspective, the authors describe this concept as “that of 
a comprehensive well-being, a lifeworld without dysfunction” (2010, 307). When a 
healthworld has been disrupted, the challenge becomes one of addressing that 
dysfunction. 
Here is  where we find the intersection between the Decolonizing the Diet 
movement, and local meanings of Wellbriety. As many community members observed, 
traditional foods—as part of a well life, or a life lived in wellbriety—is difficult to access, 
due to barriers resulting from colonization such as historical dislocation, the rupturing of 
customs and lifeways, lack of availability, and low incomes. Additionally, when  we look 
at participants’ patterns of food consumption in relation to how they seek and achieve 
wellbriety, we find parallels with the longing to heal from the other forms of structural 
violence that have caused dysfunction to traditional healthworlds.  
 
Patterns of Consumption: Food and Wellbriety  
I sat with Jay on a warm summer day in her NAL office, I proceeded to ask her- 
whether she would view food consumption as a part of her wellbriety. Jay looked up from 
her desk and, with confidence, said, “Wellbriety is a person’s own way of getting 
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healthy” (Interview, June 2018). As we continued talking, I asked, “When do you feel 
your healthiest?” She looked out window, and then glanced back, saying, “When I’m 
taking my medication, and not drinking soda.” She went on to share her thoughts about 
consumption patterns regarding food, medication and wellbriety. She  talked  about how, 
within her healthworld, experiences with her family have shaped these areas of her 
wellness:  
Jay: I feel like good health is positive and all those sorts of aspects 
because when you have poor health it leads you nowhere, it just gets you 
miserable and down because… I was like… (recalling a memory)… that 
one time I was way out of whack in 2014 or 2013. I was almost 300 
pounds… I was 40 pounds… from being 300. And I was always tired and 
feeling drained… When I found out I was diabetic that was a blessing 
because it gave me a chance to get down my weight and not be on insulin.  
 
Me: So you were motivated to not want to be using insulin? If you don't 
mind me asking… was there a reason that you feel like your health was at 
that point?  
 
Jay: Well I didn’t have health insurance. I also didn’t care what I ate, I 
just kept eating because I was in love with food. I also have the 
hypothyroidism. Then seeing my mother diabetic… seeing my family 
members diabetic, losing their legs, and their kidneys and vision. It’s like  
I’ve seen what diabetes can do. Who wants to live like that? I’ve seen what 
kidney failure does… losing your kidneys, throwing up your bile… I’ve 
seen all of that. (Interview, June 2018) 
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From Jay’s narrative, we see an intergenerational process connecting food 
consumption patterns and colonized bodies. For example, later in our discussion Jay 
spoke of fresh berries as some of her favorite foods. In addition to discussing food, Jay 
shared that a large part of her desire to discontinue insulin fueled her motivation to 
change her eating habits. In triangulation with historical influences that have impacted 
access to First Foods, Jay’s individual consumption choices, and adhering medical needs 
Jay shapes how her colonized body has impacted the ways in which she navigates her 
contemporary health.  
Through this case study example, I have explored the significance of food 
sovereignty as part of a revitalization movement for Native community members. 
Particularly, I unpack the added nuance of working within an intertribal health facility. In 
this context, meanings of “traditionalism” and access to First foods become ways to 
connect with homelands and spirituality from which community members might 
otherwise be disconnected. Additionally, in conversation with meanings of wellbriety, 
food sovereignty becomes part of a larger decolonization movement that symbolizes 
Native reclamation of culturally-informed meanings of wellness.  
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CHAPTER 7: CONCLUSION 
 
 
Figure 1.11 “Before He Was Here” Courtesy of Bunky Echo-Hawk (Pawnee, Yakama) 
 
 
 
Throughout this thesis, I have analyzed the data I collected, and identified 
sociopolitical influences that affect the lived experiences of my participants, and how 
they explain the meanings of wellbriety and wellness. I have reviewed the history that 
situates contemporary Native health status within its socio-political context. I outlined 
historical policies of conquest, treaty-making, assimilation, reorganization, termination, 
and self-determination (Shelton, 2004). These eras link Native peoples’ historic health 
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status to our contemporary era. I also outlined the history of urbanization of Native 
peoples and the relationship to the Indian Act of 1956. In addition to Native health status 
that Public Health literature informs through the Center of Disease Control reports, and 
Natived-based orginzations such as the Urban Indian Health Institutes all with the 
purpose to document health assessments in Native communities.  
Finally, I outlined dominant cultural movements and Federal polices, including 
the boarding school era and connect them with intergenerational trauma. I also provided 
an explanation of the wellbriety movement and its connection to the White Bison 
organization. I interpreted these findings through theories of critical medical 
anthropology, phenomenology, Galtung’s notion of structural violence, and Husserl’s 
concept of lifeworld. In the Methods chapter, I reviewed my use of mixed-methods along 
with ethnographic interviews and a community-health assessment surveys. 
 In the first of three analytical chapters I assessed the Public Health Gaze, and how 
this health gaze unveils structural violence. In the second analytical chapter, I unpacked 
the discourses of wellness and wellbriety,and what wellbriety means to the Native 
community. My final analytical chapter focused on food sovereignty, and the 
decolonization of the Native diet. My work concluded with the themes of health 
discourses, and Native identities, supported by an examination of selections from the art 
of Bunky Echo-Hawk.  
This thesis revolved around the question: what are some of the meanings of 
wellbriety and wellness among urban Native peoples? In the uniqueness of Native 
American Lifelines, an intertribal space, participants constructed discourses of wellness 
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and wellbriety through the diversity of backgrounds and experiences. These meanings 
cannot be summed up in a simple list or discrete answer. Instead, they are complex, 
personal, and deeply rooted in historical circumstances. In this work, I have attempted to 
unpack some of the first layers.  
Within the sociopolitical reality of the contemporary United States, we must 
recognize the harmful impact of social invisibility. With public health statistics 
continuing to report Native peoples experiencing disproportionate rates of poverty—
together with significantly lower health status in comparison to other minorities and, 
races—it is imperative to how we rectify the legacy of a cultural and historical genocide 
that the United States government refuses to acknowledge? As Paul Farmer argues, 
“human rights violations are not accidents; they are not random in distribution or effect. 
Rights violations are, rather, symptoms of deeper pathologies of power and are linked 
intimately to the social conditions that so often determine who will be shielded from 
harm…” (Farmer & Sen, 2009, 20).  
Building on Farmer’s premise, we must consider, how do people living in the 
United States approach Native communities through culturally-informed practices to best 
understand Native sovereignty? As a medical anthropologist, I call into question how 
power dynamics enforce structural violence that continue to impact Native identities, 
communities and well-being. I urge the importance of Native peoples to have the ability 
to articulate their own meanings of healing. As my participant Emma insightfully voiced 
“health on our own terms, that’s not ‘autonomy’—that’s sovereignty” (Interview, August 
2018). 
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APPENDIX A 
 
Community-Health Assessment: Individual Understandings of Wellbriety and Wellness 
 
1. What is your tribal affiliation?  
 
2. How important is maintaining your health to you? 
- Not important  
- Somewhat important 
- Very important  
 
3.   Have you ever heard the word “wellbriety”?  
a. Yes 
b. No 
c. Unsure 
 
4. If yes, how have you heard it used?  
 
5. What different things does the term wellbriety make you think of? 
 
6. Do you use the word wellbriety when describing your health? 
- No 
- Sometimes  
- Yes 
 
7. If yes, in what way?  
 
8. Do you feel what you eat or drink strongly affects your health? 
a. Not at all 
b. Somewhat  
c. Very much  
 
9. Do you feel it is easy to access the foods and drinks you prefer to consume?  
a. Not at all  
b. Somewhat  
c. Very much  
 
10. What, if any, are some of the challenges you feel stop you from having access to 
foods or drinks you prefer to consume? 
 
11. Do you view yourself as an Urban Indian? 
a. Not at all 
b. Somewhat 
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c. Very much  
 
12. Where is home? 
 
13. How much do you feel interacting with other Native community members 
influences your health? 
a. Not at all 
b. Somewhat  
c. Very Much  
 
14. Do you feel your mental health affects your overall health? 
a. Not at all 
b. Somewhat  
c. Very much  
 
15. How do you define mental wellness and mental health? Please describe both.  
 
16. Is there anything else you would like to comment on?  
 
17. Would you like to be entered into a drawing for a wellness gift basket?  
a. Yes (Please provide the information for the best way to contact you).  
i. Email:     
ii. Phone:      
b. No 
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